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Abstract 
 
Objectives: To explore healthcare professional perceived barriers and facilitators to discussing 
sexual health and wellbeing with patients after diagnosis of chronic illness.  
Methods: Five databases were searched and included data were synthesised using a meta-
ethnographic approach. Confidence in findings was assessed using the GRADE-CERQual 
framework. Searches, extraction and quality assessment procedures were conducted 
independently by at least two authors.   
Results: Concepts extracted from 30 included studies were used to develop a conceptual 
framework based on five overarching themes. These were [1] individual and societal attitudes to 
sex and sexual wellbeing, [2] patient specific factors, [3] organizational and professional factors, 
[4] strategies to overcome barriers in practice and [5] perceived training needs. Healthcare 
professionals acknowledged the importance of discussing and providing support for sexual 
wellbeing needs, but recognized it is not routinely provided.   
Conclusions: While patient specific factors and organizational issues such as lack of time were 
frequently identified as barriers, intra-personal and social perceptions appear to have the 
strongest influence on healthcare professional perspectives.  
Practice implications: Brief education and tools to support healthcare professionals to have 
effective conversations with patients are required. These should address social barriers, 
normalise sexual issues, and support healthcare professionals to initiate discussions around 
sexual concerns. 
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1. Background  
 
With an ageing population, the prevalence of chronic illness and multi-morbidity is increasing [1,2]. 
Chronic illness and associated treatment related side-effects can have a major impact on an 
individual’s sexual function and wellbeing [3]. These changes represent a major quality of life 
issue which can result in high levels of anxiety, depression and relational dis-satisfaction [4,5], 
and patients frequently report that they do not receive adequate care and support for managing 
these concerns [6].  
 
Sexual wellbeing is a complex and highly individualised construct which encapsulates a range of 
physical, emotional, mental and social components [3,7]. Approaches aimed at addressing these 
needs should not be restricted to purely biomedical approaches that focus on sexual dysfunction, 
as these approaches do not address sexual health and wellbeing in a biopsychosocial context. 
For healthcare professionals to adequately address sexual wellbeing concerns, they require 
knowledge and skills to effectively engage with patients, and briefly assess sexual health needs 
in order to provide appropriate evidence-based management [8]. However, it is acknowledged 
that discussing sexual health issues in routine practice is challenging, and that there are a number 
of barriers to these conversations taking place [9]. A recent systematic review exploring patient-
provider communication in cancer care, reported that discussions around sexual concerns were 
often limited and were highly variable [10]. Key issues including a lack of clinical time to address 
psychological, social and sexual aspects of patient’s illness experience have previously been 
identified as one reason for the low profile given to sexual concerns in clinical practice [11]. In 
addition, healthcare professionals report that they regard patients’ sexual lives as too personal to 
ask about [12]. These patterns appear to be consistent across different clinical groups, as well as 
in primary care. Health care providers also often feel unequipped to deal with sexual issues and 
suggest there is a lack of resources to offer patients and their partners if they do identify a problem 
[13]. Despite the barriers identified, it has been reported that within a primary care setting, patients 
frequently identified that information related to sexual care should be routinely provided and that they 
would not object to clinicians initiating the discussion [14].  
 
There is currently limited evidence exploring barriers to sexual health communication in chronic 
illness, particularly in non-cancer related conditions. Prior to the development of any interventions 
designed to improve healthcare professional communication and quality of care around sexual 
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concerns, a detailed understanding of these challenges and how they can be addressed is 
required. 
 
1.1. Objectives 
To explore healthcare professional perceived barriers and facilitators to discussing sexual health 
and wellbeing with patients after diagnosis of chronic illness. 
 
2. Methods  
The review was conducted in accordance with the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines [15] and followed an a priori protocol 
developed by the review authors.  
 
2.1. Search strategy  
A systematic search strategy using guidelines recommended by the Cochrane Qualitative 
Research Methods group [16] was carried out by combining key Medical Subject Heading (MeSH) 
terms. A search of five electronic databases (MEDLINE via Ovid, EMBASE, CINAHL, AMED, 
PsycINFO) was conducted. To facilitate a synthesis of current evidence, databases were 
searched from 01st January 2000 to 30th June 2017. A final, updated search was then carried out 
up to the 30th October 2017. No additional limitations were applied to the searches. The search 
strategy was independently peer reviewed [17] and is shown in Figure 1. Grey literature [18] was 
identified from http://www.opengrey.eu/ and google scholar using combinations of key terms from 
the primary Medline search (for example: sexual health, chronic disease, health Communication) 
to locate projects in progress, guidelines and policy documents. To minimise selection bias, two 
authors [SOC, JC] independently screened search outputs for eligible studies, compared 
selections, and resolved disagreement by discussion with review authors. Following removal of 
duplicates, potentially relevant citations were imported into EndNote.  
  
2.2. Criteria for considering studies in the review 
Studies were required to use qualitative or quantitative methods to examine perspectives of 
healthcare professionals on discussing sexual wellbeing with patients after diagnosis of chronic 
illness; or explore factors perceived to be barriers or facilitators to these discussions. For the 
purposes of the review, chronic illness included cancer, cardiac or respiratory disease, diabetes, 
long-term musculoskeletal conditions, or non-acute neurological conditions. Qualitative data from 
case studies, phenomenological studies, or mixed-method, grounded theory or ethnographic 
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studies using interviews or focus group methods and thematic analyses were included. 
Quantitative data from studies using survey or questionnaire based methods to explore healthcare 
professionals’ views on discussing sexual wellbeing were also included. Studies were excluded if 
they involved non-clinical or mixed populations where data could not be extracted separately (e.g., 
primary care settings). Studies involving sexual health screening programmes or other 
preventative interventions were also excluded.  
  
2.3. Quality assessment   
The ten item Critical Appraisal Skills Programme (CASP) checklist was used to appraise 
qualitative research [19]. This includes questions covering: adequacy of methods including 
recruitment, data collection and analysis; influence of the researcher / participant relationship; 
reporting of findings and overall value [19]. The Confidence in Findings from Qualitative Evidence 
Syntheses (GRADE-CERQual) framework [20] was also used. This included assessment of 
methodological limitations, relevance, (extent to which evidence is applicable), adequacy of data 
(richness and quantity of supporting data), and coherence (how well findings are grounded in the 
primary evidence) [21]. A modified, eleven item checklist was used to evaluate the quantitative 
studies using survey or questionnaire methods [22]. These questions covered assessment of 
sampling methods and sample size, response rate and any confounding variables that might 
affect the study. Both checklists were used to independently assess included studies by at least 
two reviewers [SOC, JC, RM, GK] with each question marked as ‘yes’, ‘no’ or ‘unclear’. An overall 
score was assigned based on the number of ‘yes’ responses. Quality assessment was not used 
to determine whether studies were included in the review. Although there is variation in quality 
assessment methodologies used to evaluate mixed-methods reviews [23], these methods have 
been widely used and endorsed [24,25].  
 
2.4. Data extraction and meta-synthesis  
Prior to extraction, all papers were reviewed to ensure a clear and coherent understanding of the 
included evidence. At least two authors [SOC, JC, GK, RM] used a standardised form to 
independently extract data from each study. This form was piloted on two unrelated papers and 
minor modifications made prior to extraction.  
 
Descriptive data were extracted on author, publication year, journal, language, participant group, 
care setting, data collection method, analysis method, framework used. Outcomes were extracted 
for quantitative data. For the thematic meta-synthesis of qualitative evidence, key data extracts 
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from participants in the included studies (first order interpretations), and explanations of 
participant data by authors of the primary studies (second order interpretations) were extracted 
using the same standardised form. Any disagreements during extraction were resolved through 
consensus between review authors. Second order interpretations were then added to a separate 
table and similar concepts were grouped with explanations for how studies were related. These 
were translated using ‘reciprocal translation’ to connect concepts in sequence [26]. This process 
was then used to create the third order interpretations, and overall themes [27,28]. (See Table 1 
for an example) As part of the overarching synthesis, integration of quantitative data was achieved 
by synthesising findings into matching themes from the qualitative meta-synthesis.       
 
3. Results 
Following removal of duplicate citations and title and abstract screening of 4376 articles, 148 
papers were reviewed in full-text form. From these, 30 met the inclusion criteria and were 
assessed as part of the review. A PRISMA flow diagram showing the process of study selection 
is shown in Figure 2. Twelve papers using qualitative methods and an additional 18 used 
quantitative methods. Study characteristics are summarised in Table 2 and Table 3. Total number 
of healthcare professionals included in the qualitative methods studies was 288. Sample size 
ranged from 8 to 43. All but one qualitative studies used individual, face-to-face interviews to 
collect data and analysis methods generally involved accepted methods of coding and thematic 
synthesis; with a number using clearly stated frameworks or methodologies to guide analysis. 
These included phenomenological analysis, grounded theory, and framework analysis. 
Instruments used in quantitative studies included existing questionnaires (e.g., sexual attitudes 
and beliefs survey), or questionnaires developed by study authors. Response items ranged from 
8 to 72 items. For these studies, 3049 participants were included, with sample sizes ranging from 
61 to 477.  
 
Participants were sampled from a range of professional groups, including nursing and medical 
staff, psychologists, physiotherapists, occupational therapists and social workers.  
 
The majority of the studies [23/30] were focused on those working within cancer services with the 
remaining in cardiac, neurological or rheumatology care settings. The mean CASP rating was 
5.5/10 (SD: 1.7), ranging from 2 to 9. Studies broadly included good descriptions of methods and 
clear statements of findings, but lacked detailed assessment of potential reporting bias. The mean 
checklist score was 5.8/11 (SD:1.5) with scores ranging from 3 to 8. The majority of studies did 
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not include sufficient detail regarding reliability and validity of the surveys or questionnaires used, 
and did not include attempts to estimate an appropriate sample size. Mean participant response 
rate was 49% ranging from 27 to 82% but response data was not reported in five studies.  
 
Assessment of overall confidence in findings was made using the GRADE-CERQual framework 
(Table 4). Studies were generally found to have minor methodological limitations and were all 
rated as satisfactory, except for a single study which was judged to contain substantial 
methodological issues in reporting and analysis [29]. Most (11/12 qualitative studies [29,30-39]; 
15/18 quantitative studies [40-54]) provided direct evidence related to the aims of the review, and 
the broad themes that were identified. Four studies [55-58] were assessed as providing partially 
relevant evidence, as they examined participant perspectives in the context of a training 
intervention or programme. Overall confidence in review findings was rated as ‘moderate’ since 
coherent, supporting data was provided by around half of the studies for each theme [20]. This 
suggests that overall, evidence was variable and moderately coherent.   
 
3.1. Thematic analysis  
A total of 63, individual second-order concepts were extracted from the included studies. After 
grouping similar or repeated concepts, 49 were identified for inclusion in the meta-synthesis. 
Three additional concepts were identified from quantitative studies. These 52 concepts were then 
reciprocally translated into five third order themes. The overall themes that emerged were: [1] 
individual and societal attitudes to sex and sexual wellbeing [n=13], [2] patient specific factors 
[n=14], [3] organizational and professional factors, [n=17], [4] strategies to overcome barriers in 
practice [n=4], and [5] perceived training needs [n=4] (See Table 5). Themes 1, 2 and 3 related 
to key barriers, while themes 4 and 5 related to participants’ specific views on facilitators to 
overcome identified barriers.  
 
Theme 1: Individual and societal attitudes to sex and sexual wellbeing 
A central theme emerging from the meta-synthesis was related to influence of social 
interpretations and attitudes to sex and sexuality. Nineteen studies cited three separate attitudes 
to sex or sexual wellbeing as a barrier to discussing the issue with patients. These included fear 
of embarrassment, not being comfortable with the topic and not wishing to cause offence. 
Personal embarrassment was reported as a significant issue by at least half of respondents in 
many quantitative studies, [44-48, 51-54,56]. However, respondents in a small number of studies 
reported substantially lower levels of embarrassment or discomfort with the subject [40,41,43,57]. 
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This factor appeared to be dependent on age, years of experience and area of practice. For 
example, Discomfort was also attributed to level of rapport or connection with whoever the 
conversation is being held [37].  Definition of sexuality also varied and these concepts were seen 
as multidimensional, and highly subjective. Participants often had greatest difficulty defining 
sexuality and wellbeing when they reported higher levels of personal discomfort [33]. These 
participants were frequently less likely to articulate personal definitions of sexuality and discuss 
how this might influence their practice [32]. 
 
Participants also used different terms to describe sexual issues and reported focusing on more 
‘objective’ clinical factors which they felt more comfortable with. For example, focusing on sexual 
function or biomedical aspects of care. Others acknowledged the influence of their ‘personal 
boundaries’ [31,39,43,44] and how these factors might limit the ability to discuss sexual wellbeing 
openly, in both a personal and professional sense [36]. Further reflectivity was seen among 
participants who described sexuality as being focused on relationships and ‘closeness’ as 
opposed to just intercourse [32]. Those who reported having more frequent conversations about 
sexual concerns described comfort with their own sexuality as an important prerequisite [35]. 
 
Others typically distanced themselves as an individual from these factors and discussed them by 
citing examples of others, and why ‘they’ might avoid talking about sex with patients. Personal 
discomfort was also cited as a factor even when taking into account professional factors. Some 
healthcare professionals felt that discomfort and lack of confidence could be a barrier, even with 
sufficient knowledge and understanding of the issue [36,49,40,50,51]. Sex was also often referred 
to as ‘risky’ or ‘taboo’ subject [33,38] with meaningful discussion often limited even when 
healthcare professionals were normally able to talk about other ‘sensitive’ issues [32,44].  
Healthcare professionals also discussed using different approaches to actively avoid having 
discussions, or to discuss sexual wellbeing only within their own personal level of comfort 
[33,34,39,52,54]. Some healthcare professionals reflected their own views when discussing 
issues that served as barriers, such as being from an older generation that didn’t talk about sex 
[35]. Cultural and gender issues also played a significant part in participant views. Gender was 
cited as a strong factor influenced by different outlooks on sexual wellbeing, including sense of 
self, self-image and esteem [39,42]. Moreover, some suggested that they would not address 
sexual issues with single or widowed patients [37]. The complexity of sexual function in women 
was also perceived as being more ‘problematic’ for woman than men since it is linked to emotions, 
rather than being a ‘functional’ problem [34].  
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Theme 2. Patient specific factors 
Twenty-six studies included 14 patient related factors seen as potential barriers to discussions. 
These factors related to phase of care, the specific illness and likely patient perceptions. Not 
wanting to cause the patient embarrassment was cited as being an equally important potential 
barrier as the issues of personal embarrassment outlined in the previous section. From survey 
data, this issue was seen as a barrier in around 45-50% of respondents [44,47,51,55]. A small 
number acknowledged that the patient discomfort they thought might be a barrier could actually 
reflect their own embarrassment [35]. Healthcare professionals frequently reported patient related 
factors and situations where it is not appropriate to discuss sexual concerns, particularly in 
specific patient groups or settings. Concerns were raised that if sexuality was discussed, it could 
cause a negative reaction. For example, in situations where the patient had an ‘unrelated’ (or non-
reproductive) cancer diagnosis.  
 
Other barriers included issues around patients being too unwell, or in a very acute stage of care, 
such as immediately post-surgery [32]. Further observations were linked to a perception that 
patients would support this view since they would be primarily concerned with their prognosis over 
and above more ‘personal issues’ [34,37]. These views were not only limited to the more acute 
phases of care but were also discussed by other participants as a ‘quality of life’ issue which is 
also more important in the longer term (after the treatment phase); and which, if raised during 
treatment, might cause a patient to question the healthcare professional’s priorities [42,51]. These 
perceptions were however, not universal and others stated strongly that it is critical to ensure all 
patients have the opportunity to discuss concerns at various time-points in their treatment.    
 
‘I suppose when it comes to raising sexuality issues what we normally say is our number one rule 
is to assume nothing, so we ask everybody no matter what their age, their cultural background, 
their relationship status because from time to time we have had people raise questions that we 
might not otherwise have predicted’ (Psychologist) [33]. 
 
A number of participants raised the issue of advice on sexual activity given in the early phases of 
treatment, and the likely impact of treatment. Others discussed the importance of dispelling 
common preconceptions around sexuality and sexual activity. This was frequently cited as a factor 
in providing reassurance and appropriate information to patients, as well as a means of initiating 
discussions, or ensuring that patients feel able to bring up concerns [40,44]. Addressing concerns 
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was also seen as critical, even if only raised briefly to facilitate patient awareness, normalise 
issues, and make it easier to return to the topic at a later time-point [36].  
 
Theme 3: Organizational and professional factors 
A substantial number of barriers (n=17) related to organizational or professional issues were 
identified from 27 studies. These issues were closely related to the setting in which participants 
practiced. Barriers identified were lack of time to address sexual issues, lack of professional 
knowledge and uncertainty over professional role. Within a health system context, many barriers 
were seen to be related to a focus on biomedical models of care, where sexuality is generally 
considered from a ‘functional’ perspective. One observation reported in a study, exploring 
constructs of sexuality after cancer [55] was related to medico-legal issues with a participant 
indicating that they avoided discussions as they feared being sued for crossing ‘boundaries’. This 
barrier was not cited elsewhere in the evidence.   
 
Healthcare professionals frequently discussed lack of privacy as an important barrier 
[31,34,37,39,40,42,44-46]. Lack of time was a barrier across professional groups in a number of 
studies [32,33,37,40,41]; and some suggested not discussing sexual concerns was often 
reasonable due to its complexity. Conversely, others were clear that issues should be discussed, 
particularly when treatment can impact sexual wellbeing. In this context, discussing concerns, 
particularly in the context of treatment induced side-effects was seen as being an important 
responsibility. 
 
‘Sometimes, a patient raises the topic, but if not, it is absolutely our task to address sexuality. You 
irradiate somebody for seven, eight weeks, so you interact intensively. Yes, I do think that is part 
of our treatment and care provision. We cause it’ (Radiologist) [38].  
 
This contention was seen by others to be complicated by the presence of a partner, family 
member or friend which limited opportunity for discussion. However, this was also seen as not 
being a reasonable barrier since practice could be adapted to cope with the issue. Some 
suggested that certain groups were better placed to address concerns [32,34], but this viewpoint 
was not common. Others indicated that they felt able to manage these concerns, especially where 
they had ongoing contact with patients [34,40]. It was also acknowledged that assuming other 
professionals will talk about sexuality can result in it not being discussed by anyone [40]. Lack of 
training was a major issue that participants said limited their ability to deal with sexual concerns, 
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especially patient’s questions around ‘when will things go back to normal?’ [38]. Healthcare 
professionals also cited reactions of colleagues as a constraining influence, and identified a 
concern that they would be seen as ‘unprofessional’ if they frequently attempted to address 
patient’s sexual concerns [35]. Participants also indicated that sexual concerns were frequently 
not discussed due to a lack of routinely used clinical documentation [34]. In a similar manner, lack 
of onward referral option was also considered to be a reason to not engage with patients [32].  
 
Theme 4: Strategies to overcome barriers in practice  
Four concepts derived from 11 separate studies were identified. Five studies included specific 
mentions of active strategies to enable discussions on sexual wellbeing (as part of an intervention 
or programme), and other approaches were indirectly extracted from the evidence as they were 
discussed as responses to identified barriers. Key strategies were related to use of tools or 
systems to integrate sexual wellbeing into holistic care. Other approaches included use of brief 
information to normalise sexual wellbeing discussions, and better multidisciplinary support, 
including referral options [34,37]. Where sexual health concerns were included as an integral part 
of assessment, participants thought that this could normalise discussions and ensure that 
assessment occurred during follow-up appointments if not raised initially. Other participants 
suggested that making it standard practice, could help to remove ‘decision making’. A similar 
approach was highlighted that served to ensure patients were informed what the assessment 
would cover, including sexuality, even when it might not happen immediately.    
 
‘…even if you only briefly raise the topic, then patients have heard about it. This makes it easier 
to come back to the topic, and makes it clear that he or she can bring up the matter’. (Nurse) [38].   
 
The importance of appropriate communication approaches was also discussed frequently. This 
included use of active listening [36] and open ended questions [30]. Normalising sexual wellbeing 
discussions was seen as important [34,36,40,46,48]. This was talked about in broader terms than 
the clinical setting in which participants practiced. Mass media was also considered to have a role 
in normalizing conversation about sex and sexual dysfunction. Advertisements concerning 
erectile dysfunction and prostate problems were cited as an example of this [39]. A further 
‘strategy’ that was mentioned was the use of humour to make light of a ‘bad situation’. Although 
this was often mentioned, participants acknowledged this may be directed at making themselves 
or colleagues feel comfortable, without thinking how this might be interpreted by the patient [32].  
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Theme 5. Perceived training needs 
Lack of training in discussing sexual concerns was cited as a major barrier. The number of studies 
that directly addressed views on exactly what training needs are required was limited, but there 
was evidence from studies that explored views on training interventions. The four main concepts 
that emerged were derived from 14 studies. This included use of, and training in models of sexual 
health assessment and support, communication training and peer mentoring. Inadequate formal 
support in the case where there is no obvious referral pathway was also seen as an issue. This 
was addressed by participants who discussed the usefulness of observing colleagues engaged 
in sexual care discussions [36]. Routine provision of information to ensure awareness of available 
resources was also seen as important [40,41]. This was seen as vital to ensuring there is a sense 
that addressing sexual issues and concerns is part of clinician’s role. Some participants with a 
more formalised role in sexual care support, including specialist nurses, counsellors and clinical 
psychologists, and who therefore reported that they more frequently engaged with patients; did 
identify being comfortable with sexual discussions. Some of these participants did highlight that 
this comfort was linked to the time and practice needed to develop their confidence in the area. 
There was acknowledgement of the need for psychosocial education and interventions [32,35,38]. 
Basic training as part of communication training and ongoing professional development was 
highlighted as an appropriate and implementable approach that could improve confidence, and 
increase likelihood of communication happening in a clinical context [32,35]. However, there was 
limited discussion or exploration around whose role it might be to co-ordinate and deliver training.   
 
3.2. Development of a conceptual framework 
The third-order themes developed based on the findings of this meta-synthesis were closely inter-
related. Examining how these themes relate conceptually, demonstrates how healthcare 
professional views are influenced by personal and social perspectives on sexual wellbeing, 
condition specific patient issues, and key structural factors (See Table 5).  
 
4. Discussion  
This is the first review using a mixed-methods evidence synthesis to explore views on discussing 
sexual wellbeing with patients after diagnosis of chronic illness. Findings were used to identify 
five core themes covering important barriers and facilitators. These themes were closely related 
and there was a high level of coherence across the evidence, with many barriers cited frequently 
by healthcare professionals working across different areas of practice. Conceptual analysis of the 
themes suggested that views and practices are highly influenced by attitudes and perceptions of 
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sexuality, and that many barriers identified in previous research examining communication in 
cancer care settings are also found in other areas of practice. 
 
Sex and sexual concerns were seen as being sensitive issues which were difficult to discuss with 
patients [32,35]. Healthcare professionals often reported lacking confidence and skills to 
proactively engage with patients, but recognized this can lead to unmet needs and sub-optimal 
patient management [36,40]. Addressing sexual concerns was generally seen as an important 
and valuable part of routine care [36,38,41,44,46], but issues were raised around responsibility 
for addressing issues; and around patient factors that might act as barriers to discussions. There 
was a frequent emphasis on biomedical models of care that suggested sexual issues were 
typically physiological and manageable through pharmacological support or other medical 
intervention [29,33,35,40]. When healthcare professionals spoke about psychological aspects of 
care they were less clear how concerns should be managed [32,34].  
 
Some barriers to discussing sexual wellbeing related to factors such as age and ethnic 
background, but one factor cited more frequently in the evidence was phase of care [30]. This 
finding is supported by evidence from observational studies exploring how healthcare 
professionals have discussions around sexual wellbeing in practice [59-61]. This issue was cited 
as a reason for sexual concerns being a low priority, during early or acute phases of care, and in 
rehabilitation settings or in primary care [37,39].  
 
Participants frequently raised the issue of wishing to avoid embarrassing or offending patients 
[30,32,34,39]; or preferring to wait until patients raised sexual issues [38,40,44,46]. However, this 
contention is refuted by evidence from studies exploring patient perspectives. This evidence 
indicates that patients are typically comfortable with, and expect healthcare professionals to 
discuss sexual concerns [14,62-64]. Furthermore, other studies indicate that patients frequently 
report being dissatisfied with the level of information and support provided to them on the impact 
of treatment on sexual function [65,67]. Provision of adequate information and support is 
particularly essential in clinical populations where sexual issues can occur as an indirect, or direct 
effect of treatment. For example, in a recent population-wide patient-reported outcome study of 
30,000 men, poor sexual function was common (81%), regardless of stage of care and that over 
half of men (56%) received limited or no support [68].  
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A topic emerging from this analysis, was that professional and organizational barriers to 
discussing sexuality with patients (for example, lack of time, privacy and lack of referral options) 
may actually reflect personal discomfort [69]. Approaching sexual concerns in this manner may 
also justify the avoidance of the issue and reinforce gaps in care. other evidence indicates that 
patients often report being unprepared for changes in sexual wellbeing associated with chronic 
illness or side-effects of treatment [10]. As a result, many are left to cope with these negative 
changes without adequate support. This can have a substantial long-term influence on overall 
quality of life [4,5]. Since many patients may not be aware of how treatment affects sexual function 
and wellbeing, healthcare professionals need to ensure they inform patients about potential side-
effects, whether or not patients raise the topic.  
 
4.1. Strength and limitations 
A robust review protocol and systematic approach was used in the review. Use of a meta-
synthesis incorporating a relatively large body of qualitative and quantitative evidence, as well as 
a conceptual framework to interpret findings, adds to its overall strength. However, meta-
synthesis is an approach to integration of research evidence for which there are no agreed 
standardized methods [70-72]. One limitation is that the review could not fully explore differences 
between professional groups. Professional roles and identities may have influenced participant 
responses. Finally, it is important to recognize that data is primarily from studies including those 
working in cancer or cardiac care settings.  
 
4.2. Conclusions  
A number of inter-related factors can substantially influence healthcare professional perspectives 
on discussing sexual wellbeing with patients living with chronic illness. Healthcare professionals 
identified a number of barriers limiting how often, or if, these discussions take place. These 
included lack of knowledge and training, as well as structural constraints found in the clinical 
setting. While these findings may suggest structural or organizational changes are required to 
normalise sexual concerns; many barriers were more closely related to personal and social 
perspectives, including discomfort and fear of embarrassment.   
 
4.3. Implications for practice  
Overcoming these barriers is vital to ensure that sexual issues are acknowledged and recognized 
as impacting on patient quality of life, regardless of the condition present, age or gender. To 
overcome barriers, a number of changes may be required at the individual and system level. For 
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example, effective integration of tools designed to facilitate open communication around sexual 
concerns into routinely used clinical documentation could be used to normalise and acknowledge 
common sexual concerns. Brief education and support to improve communication and 
engagement skills as well as peer support and mentoring could be used [73-76].  
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Figure 1. Medline search terms 
 
Database: Ovid MEDLINE(R) <1946 to October. Week 4 2017> 
Search terms: (Number of Returns) 
 
-------------------------------------------------------------------------------- 
 
SEARCH CATEGORY 1: Health Professionals 
1      exp Health Personnel/ed, px, st [Education, Psychology, Standards] (147905) 
2      exp Allied Health Personnel/ed, px, st [Education, Psychology, Standards] (17230) 
3      health professional.mp. (5865) 
4      Nurses/ed, px, st [Education, Psychology, Standards] (10939) 
5      (Physicians or physician or doctor).mp. [mp=title, abstract, original title, name of substance word, 
subject heading word, keyword heading word, protocol supplementary concept word, rare 
disease supplementary concept word, unique identifier, synonyms] (476625) 
6      Physicians/ or Physicians, Primary Care/ (80077) 
 
SEARCH CATEGORY 2: Cancer [General] 
7      Cancer.mp. or Neoplasms/ (1366366) 
8      exp Neoplasms/nu, px, rh [Nursing, Psychology, Rehabilitation] (53367) 
9      exp Neoplasms/ (2920483) 
 
SEARCH CATEGORY 3: Prostate Cancer [Specific] 
10      exp Prostatic Neoplasms/ (108186) 
11      Cancer of the Prostate.mp. (6223) 
12      Prostatic Cancer.mp. or Prostatic Neoplasms/ (107276) 
13      Prostatectomy.mp. or exp Prostatectomy/ (32610) 
 
SEARCH CATEGORY 4: Sexual health / dysfunction / recovery [Male] 
14      Mens Health.mp. or Men's Health/ (2223) 
15      Erectile Dysfunction.mp. or Erectile Dysfunction/ (20015) 
16      Sexual Behavior/ or Reproductive Health.mp. or Reproductive Health/ or "Delivery of Health 
Care"/ (132144) 
17      Sexual Dysfunctions, Psychological/ or Adult/ or Sexual Dysfunction, Physiological/ or Middle 
Aged/ or Sexual Behavior/ or Sexual Dysfunction.mp. (5652673) 
18      sexual health.mp. or Reproductive Health/ (7171) 
19      Sexuality/px [Psychology] (1706) 
20      Erectile Dysfunction/ or Penile rehabilitation.mp. or Penis/ (30035) 
21 Penile rehabilitation.mp. (131) 
 
SEARCH CATEGORY 5: Other chronic illness   
22 Chronic disease/ 
23 Lung diseases/ or Adult/ or Pulmonary Diseases, Chronic Obstructive/ 
24 Cardiac dissease.mp or Heart diseases   
25 Diabetes.mp 
26 HIV/HIV.mp 
27 Nervous system diseases/ or Multiple Sclerosis/ or Adult/ or neurological diseases.mp 
28 Musculoskeletal Diseases/ or musculoskeletal conditions.mp.  
 
SEARCH CATEGORY 6: Communication training, aids, tools  
29 Communication/ or Health Communication/ or Communication Barriers/ (78363) 
30 Communication/ or health professional.mp. or "Attitude of Health Personnel"/ (176979) 
31 Decision Making/ or Decision Support Systems, Clinical/ (85172) 
32 Decision Aids.mp. or Decision Support Techniques/ (16491) 
33 Decision Support Techniques/ (16019) 
26 
 
34 Professional-Patient Relations/ or Physician-Patient Relations/ or patient-provider 
communication.mp. or Communication/ or Patient Education as Topic/ (216989) 
35 Adult/ or Communication/ or Physician-Patient Relations/ (4498811) 
36 Patient Engagement.mp. or Patient Participation/ (21784) 
37 Counseling/ or Sexual Behavior/ or Sex Counseling/ or Sex Counselling.mp. or Health 
Knowledge, Attitudes, Practice/ or Adult/ (4485536) 
38 Health Communication/ or Communication Barriers/ or Communication/ or Communication.mp. 
(259761) 
 
SEARCH CATEGORY 7: Health professional education 
39 Education, Continuing/ or Education, Professional/ or Education/ or Education, Medical/ or Health 
Education/ or Education, Public Health Professional/ or Education, Nursing/ (166348) 
 
SEARCH CATEGORY 8: Study design 
40 Qualitative Research.mp. or exp Qualitative Research/ (37545) 
41 Cohort Studies.mp. or Cohort Studies/ (215424) 
42 Observational Study.mp. or Adult/ or Prospective Studies/ or Observational Study/ or 
Epidemiologic Methods/ (4648482) 
43 exp Focus Groups/mt, ut [Methods, Utilization] (557) 
44 Interview, Psychological/ or Interview/ (41021) 
45 Qualitative Research/ or Middle Aged/ or Interviews as Topic/ or Adult/ or "Attitude of Health 
Personnel"/ (5726919) 
46 Adult/ or Nursing Methodology Research/ or Focus Groups/ (4416583) 
 
*************************** 
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Figure 2. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow 
diagram showing process of selection for systematic review [15] 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Number of citations screened 
= 4376 
Number of full text papers 
reviewed = 148 
Non-relevant citations excluded 
=4228 
Number of studies included in 
Systematic review = 30 [12 
qualitative studies; 18 
quantitative studies] 
Papers excluded after full text review = 118 
  
Reasons for exclusion: 
Non-relevant population = 96 
Other study design used = 18 
Unable to extract HCP only outcome data = 4 
 
Number of citations identified 
during electronic searches 
 
Total = 5546 
Medline via Ovid = 3125 
EMBASE = 1342 
CINAHL = 568  
AMED = 436 
PsychINFO = 75 
 
Number of citations identified 
from other sources (hand 
searching of reference lists) 
  = 0 
Number of citations remaining after removing duplicates = 4376 
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Table 1. Example of how first and second order interpretations from the included evidence [related 
to how sexuality is defined] were used to develop one third order interpretation which formed part 
of theme 1 [Attitudes to sexual wellbeing discussion in practice]. 
Construct order  
First order interpretations 
[participant quotes reported in the primary 
studies] 
[1] “It [sexuality] is very hard to describe it in a 
sentence or even a few sentences”. 
[2] “It [sexuality] is not just cut and dry, it is not a 
simplified sort of thing. It is so complex, because it is 
not only the physical but the mental and trying to tap 
into people’s mental attitudes and appreciation of 
where they are at the present can be very difficult”.         
[3] “It can be your gender, your status, your approach 
to things, your coping mechanism, and an array of 
things to each individual”. 
[4] “I think it is a very individual thingy I mean the 
actual scope of sexuality within an oncology setting 
in particular varies from one person to another. I 
think sexuality is very individual”. 
Second order interpretations  
[Interpretations or conclusions made by 
authors of the primary studies] 
[1] How participants defined sexuality varied greatly 
among the sample. It was evident from the verbal 
and non-verbal cues of the participants in many of 
the interviews that they were experiencing difficulty 
verbalising their understanding of sexuality.  
 
[2] All of the participants suggested that sexuality 
was a multidimensional concept, and an important 
part of human existence. A number of participants 
proposed that the meaning that one attributes to 
sexuality very much depends on the individual.    
 
[3] The majority of participants viewed sexuality as 
much more than a physical concept, instead 
associating it to a considerable extent with the 
emotional, psychological and social realms.  
Third order interpretation  
[Interpretations made by authors of the meta-
synthesis based on overall first and second 
order interpretations] 
[1] Existing social values influence participant views 
on defining sexuality 
 
 
 This third order interpretation contributed to one of 
three third order interpretations that were 
categorised under theme 1 [Attitudes to sexual 
wellbeing discussion in practice (barriers)]  
 
Table 2. Characteristics and quality assessment scores of qualitative studies exploring healthcare 
professional’s views on discussing sexual wellbeing with patients 
  
 
Study Country Participants / 
setting  
Sampl
e size 
Aim Data 
collectio
Analysis 
method 
CAS
P 
29 
 
n 
method 
scor
e /10 
D’eath    
et al. 
2013 
Ireland Hospital-based 
cardiac 
rehabilitation staff 
[nurses, care 
coordinators, social 
workers, 
physiotherapists, 
occupational 
therapists] 
 
14 
 
 
 
 
 
9 
[total:3
3] 
To explore 
experiences 
of, and 
beliefs 
about, 
sexual 
assessment 
and 
counselling 
in coronary 
heart 
disease 
3 focus 
groups 
[60 mins] 
 
Semi-
structure
d 
telephon
e 
interview 
[15 mins]  
Interviews 
transcribed 
and coded 
before  
sorting into 
categories 
and themes 
7 
Ferreir
a  
et al. 
2015 
Brazil Nurses, nursing 
technicians, nursing 
assistants working 
in ward and 
outpatient settings  
16 To identify 
barriers 
influencing 
practice 
related to 
sexuality of 
women with 
gynecologic
al and 
breast 
cancer 
 
Individual
, face-to-
face 
semi-
structure
d 
interview 
[30 mins] 
Interviews 
transcribed 
and coded 
into  
categories 
using 
Content 
Analysis 
methodology 
4 
Horder
n et al. 
2007 
Australia  Hospital based 
health professionals 
in cancer and/or 
palliative care 
[Medical and 
nursing staff, social 
work, occupational 
therapy,  
Physiotherapy,  
Pastoral, Volunteer] 
32  
 
To present 
construction
s of intimacy 
and 
sexuality in 
cancer to 
gain insight 
into the 
shaping of 
this taboo in 
clinical 
Practice 
Semi-
structure
d, face-
to-face 
interview
s 
including 
feedback 
from 
participa
nts 
attending 
educatio
nal 
forums  
Interviews  
transcribed, 
coded and 
analysed 
conceptually 
using 
Giddens 
work on 
sexuality, 
intimacy and 
reflexivity as 
a framework  
8 
Lavin  
et al. 
2006 
Ireland  Oncology nurses in 
chemotherapy day 
units  
10 To examine 
perceptions 
and 
experiences 
in 
addressing 
sexuality as 
an 
aspect of 
care to 
women 
receiving 
chemothera
py 
Individual
, face-to-
face 
interview
s 
 
 
Interviews 
transcribed 
and  
analysed to  
identify 
themes 
which were  
clustered 
using the 
constant 
comparative 
method 
5 
30 
 
for breast 
cancer 
Lindau  
et al. 
2011 
USA Healthcare 
providers [nurses, 
chaplain, social 
worker, 
psychologist, 
surgical oncologist, 
medical oncologist]  
 
  
8 To explore 
perspectives 
on effects of 
lung cancer 
on physical 
and 
emotional 
intimacy, 
ways in 
which 
intimacy 
affect 
experience 
of living with 
lung cancer, 
and 
communicati
on about 
intimacy and 
sexuality 
Semi-
structure
d, one-
on-one, 
in-person 
interview
s based 
on a  
grounded 
theoretic
al 
approach
.  
[20-60 
mins]  
Interviews 
transcribed, 
coded using 
qualitative 
analysis 
software and 
analysed 
using 
iterative 
textual 
analysis   
 
4 
Mellor  
et al. 
2013 
UK Staff working in 
hospital, primary 
care and 
community settings 
[Nursing and 
medical staff, 
therapist, support 
coordinator,   
health care 
assistant] 
 
30 To examine 
views 
and 
experiences 
of 
discussing 
sexual 
wellbeing 
with patients 
who have 
had a 
stroke, to 
identify 
barriers 
and suggest 
improvemen
ts to 
information 
provision 
Face-to-
face 
interview
s with 
individual
s, in 
pairs, or 
in a three 
[30 mins] 
Interviews 
transcribed, 
coded and 
grouped 
using an 
Inductive 
and constant 
comparison 
approach 
8 
Olsson  
et al. 
2012 
Sweden  Clinic and ward-
based nurses 
working in cancer 
care [surgical care, 
gynecological 
cancer care, 
hematological care, 
oncology, palliative 
care] 
10 To describe 
nurses’ 
conceptions 
of 
dialogues 
about 
sexuality 
with cancer 
patients 
Thematic
, 
individual
, face-to-
face 
interview
s [30-60 
mins] 
Interviews 
transcribed 
and 
analysed into 
clusters   
7 
Stead  
et al. 
2013 
UK Medical, surgical 
and nursing staff in 
ward and outpatient 
settings 
43 To identify 
level of 
information 
provided, 
opinions on 
sexual 
Semi-
structure
d 
interview
s  
    
Interviews 
summarised 
using 
frequencies 
and 
2 
31 
 
 [general and 
oncological 
gynaecology]  
 
issues, and 
training 
needs of 
staff 
qualitative 
comments 
Traa  
et al. 
2014 
Netherlan
ds 
Healthcare 
professionals 
[surgeon, 
gynecologist,  
gynecologist/oncolo
gist, urologist, 
psychologist, 
physician assistant, 
nurse practitioner, 
stoma nurse 
10 To explore 
healthcare 
needs  
and factors 
that impede 
or facilitate 
sexual 
health care 
Moderate
d focus 
groups 
[HCPs 
only] 
[90 mins]  
 
 
Focus group 
recordings 
transcribed, 
coded and 
themes 
identified / 
grouped 
using 
stepwise 
analysis and 
a grounded 
theory 
approach  
5 
Ussher  
et al. 
2013 
Australia Medical and 
nursing staff, 
psychologists, 
social workers,  
Working across 
cancer specialties, 
[general, 
gynaecology, 
haematology, 
breast, colorectal, 
neurological, 
urological] 
38 To identify 
how health 
professional
s 
discursively 
construct 
sexuality in 
the context 
of cancer; 
what subject 
positions do 
health 
professional
s adopt in 
relation to 
sexual 
communicati
on and 
barriers to 
sexual 
communicati
on  
Semi-
structure
d face-to-
face and 
telephon
e 
interview
s  
 
Interviews 
summarised 
and data 
analysed 
using a 
poststructura
list discourse 
analytic 
perspective  
6 
Verme
er et al. 
2015 
Netherlan
ds 
Hospital based 
gynecological 
oncologists, 
radiation 
oncologists, 
oncology nurses  
 
 
30 To assess 
healthcare 
professional
s’ 
psychosexu
al 
support 
practices, 
barriers to 
providing 
support, 
and training 
and 
assistance 
needs in 
gynecologic
al cancer 
Face-to-
face [22] 
and 
telephon
e 
interview
s [8] [25 
mins]  
 
 
Interviews 
transcribed 
and coded 
into  
categories 
using 
framework 
approach 
 
 
5 
32 
 
Viera  
et al. 
2013  
Brazil Nursing staff in 
cancer clinics 
28 To 
understand 
how 
sexuality of 
women 
undergoing 
treatment of 
breast 
cancer is 
understood 
 
Semi-
structure
d 
interview
s  
 
 
interviews  
transcribed 
and 
subjected to  
content 
analysis and 
thematic 
categorizatio
n  
5 
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Table 2. Characteristics and quality assessment scores of quantitative studies exploring healthcare professional’s views on d iscussing 
sexual wellbeing with patients  
 
 
Study Country Participants / 
setting 
Sample 
size 
(response 
rate [%]) 
Aim Data collection method Analysis 
methods 
Interpretation of 
main findings 
Survey 
checklist 
score 
/10 
Butler et al. 
2001 
Canada Hospital based 
oncology nursing 
staff [surgical, 
medical, 
ambulatory care]  
74/155 
[47.7] 
To examine 
the practice 
of sexual 
health by 
nurses 
working in 
cancer care 
Survey on Sexually-
Related Nursing Practice 
(SSRNP) including total 
score [26-182 points] 
and seven subscale 
scores for practice, 
values, responsibility, 
confidence, discussion 
with others, clients. 
reactions and staffs 
reactions 
Descriptive 
analysis 
using mean, 
SD, range 
and 
frequencies  
Total scores [103.3; 
SD: 13.5] and sub-
scores indicated 
respondents 
perceived sexuality 
to be an important 
part of practice and 
were confident in 
their own practice 
but delivery of care 
did not reflect this  
5 
Byrne et al. 
2010 
Ireland  Cross sectional 
sample of 
General 
Practitioners   
61/230 
[27.0] 
To survey 
experiences 
of, and 
attitudes 
about, 
discussing 
sexual health 
issues with 
people with 
CHD 
15 item questionnaire 
questions developed by 
authors covering level of 
knowledge, awareness, 
confidence, current 
practice perceived 
barriers and 
management [open 
question]*  
Descriptive 
analysis 
using means 
and 
frequencies  
Most respondents 
had good 
confidence [41%], 
and knowledge 
[62%] but only fair 
awareness [41%] 
and rarely or never 
discussed sexual 
problems [70%]. 
Lack of time and 
patient readiness 
[72%] were 
identified as  
barriers 
4 
Doherty et 
al. 2011 
Ireland  Cardiac 
coordinators 
[nurses, 
physiotherapists 
and 
psychologists]  
60/99 [61.0] To provide 
knowledge 
on service 
provision and 
develop 
strategies 
20 item questionnaire [6 
to 72 points] developed 
by authors covering 
return of sexual activity, 
delivery of information, 
guidelines for 
Descriptive 
analysis 
using 
means, SD 
and 
frequencies 
Respondents 
reported patients 
are too sick to 
discuss sexual 
concerns [76%], do 
not expect them to 
ask [67%], and 
6 
34 
 
and 
interventions  
assessment and 
counselling, knowledge, 
awareness and 
confidence, comfort, 
questions from Sexual 
attitudes and beliefs 
survey (SABS) and 
perceived barriers* 
were uncomfortable 
having discussions 
[57%]. Barriers 
included lack of 
confidence (45%), 
knowledge (58%) 
and training (85%) 
Hautamӓki 
et al. 2007 
Finland Hospital based 
Health 
Professionals  
[Nursing, 
radiotherapy, 
physiotherapy, 
social work, 
physician]  
215/300 
[72.0] 
To describe 
healthcare 
professionals
’ attitudes 
toward and 
experiences 
of discussing 
sexuality-
related 
issues 
 
19-item Questionnaire 
developed from literature 
including items on 
discussing sexuality 
issues, role, who takes 
the initiative to discuss 
issue, frequency of 
discussion, and 
responsibility for dealing 
with issues 
Frequency 
distributions 
and cross 
tabulations.  
Stepwise 
logistic 
regression to 
identify 
influencing  
factors   
Lack of training, a 
perception that the 
patient is not ready 
to discuss sexual 
health issues, a 
general lack of 
knowledge of 
sexual health issues 
and issues relating 
to both culture and 
language 
6 
Helland et 
al. 2013 
Norway Health 
Professionals  
[nurses, 
occupational 
therapists, 
physicians, 
physiotherapists, 
psychologists, & 
social workers] 
274/647 
[42.0] 
To explore 
management 
of sexual 
issues in 
patients with 
rheumatic 
diseases 
12 item questionnaire 
with five point 
descriptive scales 
covering current 
practice, barriers, 
knowledge and 
education  
Descriptive 
analysis 
using 
multivariate 
logistic 
regression 
model to 
explore if 
sexual 
issues 
occurred 
Respondents 
perceived sexuality 
as a relevant topic 
[96%] but never or 
seldom raise issues 
[72%] and thought 
patients should 
raise sexually 
related topics 
[88%]. Barriers 
included patient 
embarrassment 
[83%] and lack of 
time [72%] 
6 
Hoekstra et 
al. 2012 
Netherlands Heart failure 
nurses 
146 To examine 
current 
practice of 
discussing 
sexual health 
in HF clinics  
 
2 subscales of the 
Nurses’ Survey of 
Sexual Counselling of 
Myocardial Infarction 
Patients, a list of barriers 
used by Doherty et al 
2011 (see above). 8 
Descriptive 
analysis 
using 
means, SD 
and 
percentages. 
Chi-square 
61% do not assess 
sexual health, 
although 74% feel 
responsible for 
discussing it. Key 
barriers were lack of 
organizational 
5 
35 
 
additional items on 
barriers 
. 
tests used to 
compare the 
perceived 
barriers of 
nurses who 
do and do 
not discuss 
sexual 
health with 
their patients 
policy, patient 
factors, [culture, 
religion, language, 
ethnicity, severity of 
illness]  
Hordern et 
al. 2009**  
Australia Oncology health 
professionals  
155 To determine 
if  
communicati
on training 
framework 
can reduce 
barriers to 
discussing 
sexuality, 
and increase 
confidence & 
frequency in 
discussing 
sexuality with 
patients 
Questionnaire consisted 
of 20 items assessing 
the barriers to 
discussing sexuality, 
seven items assessing 
confidence in discussing 
sexuality, how often 
discussed in past 2 
months 
Descriptive 
analysis 
using 
frequencies 
Responses 
recorded at 
baseline indicated 
embarrassment 
(health professional 
and patient) (3.11, 
3.49); worry about 
intruding (3.27); not 
having the right 
words  
(3.12)  and it not 
being an area  of  
expertise (3.30) 
were the greatest 
barriers to 
communication 
4 
Huang et 
al. 2011 
China cancer nurses  128/150 
[85.33] 
To 
investigate 
practices and 
attitudes 
toward 
sexual issues 
and 
determine 
the factor 
correlations 
of attitudes 
regarding 
pelvic 
radiation 
10 item questionnaire 
developed by authors 
exploring nurses’ 
responsibilities  in  
dealing  with  sexual  
items   
Descriptive 
statistics. 
Chi square 
used to 
investigate 
the 
correlations 
between 
nurses’ 
attitudes and 
their 
demographic 
data 
88.3% agreed that 
nurses should have 
professional 
knowledge to solve 
the sexual problem’. 
57.8% agreed with 
‘I feel uncomfortable 
talking about sex 
with patients."  
5 
36 
 
patients’ 
sexuality in a 
clinical 
setting 
Jonsdottir 
et al 2016** 
Iceland Oncology nurses 
and physicians  
136/206 
[66%]*** 
To evaluate 
the outcomes 
of a sexual 
health care 
educational 
intervention 
by comparing 
the attitudes, 
practices, 
and 
perceived 
barriers of 
health care 
professionals 
before and 
after 
implementing 
the 
intervention. 
15 item questionnaire 
developed by authors 
covering practice issues 
and attitudes in relation 
to sexual health care 
knowledge, training, 
resources and barriers 
Descriptive 
statistics 
used for 
proportions, 
means and 
demographic 
data. Chi-
square test 
for 
categorical 
variables 
Participants (90%) 
regarded 
communication 
about sexuality part 
of their 
responsibilities.  
16% reported 
discussing 
sexuality-related 
issues with more 
than 50% of 
patients. Common 
barriers were “lack 
of training” (38%) 
and “difficult issue 
to discuss” (27%). 
8 
Julien et al 
2010 
United 
States 
Nurses working 
in 
acute care, 
ambulatory, and 
perioperative 
services  
 
576 To explore 
oncology 
nurses’ 
attitudes 
about and 
knowledge of 
sexual health 
Attitudes and beliefs 
about patients’ sexual 
health 
assessment in nursing 
practice were evaluated 
with the Sexual 
Attitudes and Beliefs 
Survey  
Descriptive 
and 
inferential 
analysis  
Nurses do not think 
that sexuality is too 
private an issue to 
discuss (mean 
=2.03, SD =1.11) 
and understand 
how disease and 
treatment may 
affect sexuality 
(mean= 2.24, SD = 
1). Barriers included 
a 
perception that 
patients do not 
expect 
nurses to discuss 
sexual concerns 
3 
37 
 
(mean=3.52, 
SD=1.07) 
Krouwel et 
al. 2015 (a) 
Netherlands Members of the 
Dutch Society 
for Surgical 
Oncology  
165/437 
[37.7] 
To evaluate 
current 
practice, 
attitude and 
opinions of 
Dutch 
surgical 
oncologists 
towards 
information 
provision and 
communicati
on about 
sexual 
issues. 
31-item questionnaire 
developed by the 
authors assessing 
sociodemographic 
factors, frequency of 
discussing sexual 
issues,  responsibility for 
dealing with sexual 
issues, Knowledge 
about sexual issues 
related to surgery, 
Training needs of 
surgical oncologists, 
Barriers in discussing 
sexual issues 
Descriptive 
analysis 
using 
frequencies. 
Pearson’s 
chi-square 
test used for 
Bivariate 
associations 
Surgical oncologists 
do not routinely 
discuss sexual 
issues Common 
barriers include 
advanced age, not 
relevant for all types 
of cancers and lack 
of time 
 
 
7 
Krouwel et 
al. 2015 (b) 
Netherlands Radiation 
oncologists,  
119/234 
[54.6] 
To 
investigate 
the attitude, 
knowledge, 
and barriers 
of Dutch 
radiation 
oncologists 
toward 
informing 
their patients 
on the 
possibility of 
treatment-
induced 
Sexual 
Dysfunction. 
28-item questionnaire 
developed by the 
authors 
Descriptive 
analysis 
using 
frequencies 
 
75% agreed 
discussing sexual 
function is their 
responsibility.  
Additional training 
was required 
according to 44%. 
Barriers included 
patient being too ill 
(36%),   
age of patient  
(27%)  and  
culture/religion  
(26%) 
6 
Krouwel et 
al. 2015 (c) 
Netherlands Nurses involved 
with oncology 
patients 
477 To 
investigate 
nurses’ 
knowledge 
about and 
opinions on 
37 item tool developed 
by author measuring 
practices, attitudes, 
content of sexual 
counselling, 
responsibility, need for 
The results 
were 
described 
using 
frequency 
distribution 
The majority 
(87.6%) agreed 
discussing sexual 
function is their 
responsibility and 
was routinely 
5 
38 
 
the 
responsibility 
for 
addressing 
SF in 
oncology 
treatment 
settings in 
The 
Netherlands, 
and to look at 
their attitudes 
to the subject 
and 
identifying 
what they 
consider as 
barriers to 
addressing it. 
education and barriers 
regarding discussing SF 
and fertility issues 
 performed by 
33.4%. Barriers 
included lack of 
training, presence 
of a third party and  
no motive for 
initiating 
discussions.    
Leonardi-
Warren et 
al. 2016 
United 
States 
Clinical 
Oncology HCPs 
95 To explore 
whether 
clinical 
oncology 
HCPs have 
adequate 
knowledge 
and are 
comfortable 
addressing 
sexual health 
issues 
Survey covering 
attitudes (17 items) 
related to discomfort, 
uncertainty, fear, 
environmental support 
and  practices (21 items) 
related to sexual 
function, psychological 
factors, social problems 
and reproductive care. 
Data were 
analyzed 
using 
descriptive 
statistics and 
tests of 
difference 
and 
association 
A majority reported 
that sexual health 
concerns were 
important to 
patients (n = 89, 
84%) but most 
reported discomfort 
discussing sexual 
health issues with 
patients (n = 86, 
60%). Around half 
the participants (n = 
86, 56%) believed 
that patients would 
be uncomfortable 
discussing sexual 
issues  
6 
Moore et 
al. 2013 
Ireland registered staff 
nurses, clinical 
nurse managers, 
clinical nurse 
89/200 
[45%] 
To 
investigate 
oncology 
nurses self-
71 item questionnaire 
devised by the authors 
divided into four sections 
(demographics, 
Frequencies 
and 
descriptive 
statistics 
Respondents were 
open to addressing 
concerns but few 
informed patients 
7 
39 
 
specialists and 
advanced nurse 
practitioners 
perceived 
knowledge 
and comfort 
in relation to 
discussing 
sexuality 
concerns 
with men 
diagnosed 
with testicular 
cancer and to 
identify the 
barriers and 
facilitators to 
such 
discussions 
perceived barriers to 
discussing sexuality 
issues, items that might 
facilitate discussion, and 
a free text section for 
any other comments  
were 
calculated 
for each 
variable.  
they were available 
to discuss 
sexual concerns.  
Nurses reported 
lacking knowledge 
of, and discomfort  
in, discussing 
intimate 
aspects of  
sexuality. 
Oskay et 
al. 2014 
Turkey Oncology nurses  87 To 
determine, 
the views 
and attitudes 
of nurses 
caring for 
cancer 
patients 
towards 
sexual 
counselling. 
Questionnaire was 
developed by the 
authors and included 
demographic questions, 
sexual health in cancer 
and questions regarding 
counselling 
Descriptive 
analysis 
using 
means, 
median, 
minimum 
and 
maximum 
values and 
percentages.   
Most do not 
evaluate sexual 
problems (88.5%). 
Key barriers 
included absence of 
routine   
regarding sexual 
counseling, a belief  
that patients may  
become ashamed 
and   
insufficient  skills 
and  education 
7 
Wang et al. 
2015** 
USA Oncologists, 
surgeons, 
nurses/other 
allied health 
71/89 [79% 
survey 1]*** 
 
To test the 
hypothesis 
that brief, 
targeted, 
female 
sexual health 
training 
would result 
in improved 
provider 
comfort level 
8-item survey to assess  
knowledge of female 
cancer-related sexual 
issues, perceived 
access to sexual health 
resource/referrals, 
comfort level and self-
reported frequency of 
addressing breast 
cancer-related sexual 
issues 
Non-
parametric 
Mann- 
Whitney test 
used to 
compare 
mean scores 
over time 
and Chi- 
Square  
tests used 
85% of respondents 
agreed women with 
cancer were 
interested in sexual 
health  information,  
but less  than  50% 
felt  comfortable  
bringing  up  and 
coordinating  care,  
and  less  than  
25%   actively  
8 
40 
 
and 
frequency of 
addressing 
female 
cancer 
related 
sexual 
issues. 
for 
comparison  
of response 
distribution  
addressed  sexual  
health  for  the 
majority  of   
patients 
Zeng et al. 
2011** 
China Oncology nurses 199 To describe 
Chinese 
nurses’ 
attitudes and 
beliefs 
regarding 
sexuality 
care in 
cancer 
patients and 
to explore 
relevant 
demographic 
factors 
influencing 
nurses’ views 
of sexuality 
care. 
Chinese version of the 
12-item Sexuality 
Attitudes and Beliefs 
Survey (SABS) 
Descriptive 
analysis 
mean, SD 
and 
percentages.  
(76.4%) perceived 
sexuality as too 
private an issue to 
discuss and 63.8% 
assumed 
patients lacked 
interest in sexuality 
because of their 
illnesses.  Most 
(77.9%) did not 
make time to 
discuss   
sexuality issues 
with patients, and 
nearly 70% did not 
feel confident and 
comfortable 
discussing 
concerns. 
8 
 
* Single open questions not included in qualitative analysis  
** Interventional studies exploring pre-post training views. Data extracted at baseline only 
*** Data extracted for baseline responses only  
CHD: Coronary Heart Disease; HF: Heart Failure; SD: Standard Deviation  
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Table 4. GRADE-CERQual framework table  
 
Review theme Methodological 
limitations 
[Number of 
satisfactory 
studies] 
Relevance 
[partial or 
direct 
evidence]  
Adequacy 
[number of 
key 
concepts]  
Coherence 
[Number of 
studies out of 
30] 
Overall 
assessment 
of confidence  
1. Attitudes to 
sexual 
wellbeing 
discussion in 
practice 
(barriers)  
14 14 Direct 
1 Indirect 
3 15  Moderate  
2. Patient 
factors 
(barriers)  
24 22 Direct 
2 Indirect  
14 26  Moderate  
3. 
Organizational 
and 
professional 
factors 
(barriers)  
27 [All] 27 Direct 17 27  High  
4. Overcoming 
barriers and 
using tools 
(facilitators)  
9 10 Direct 
1 Indirect 
4 11  Low 
5. Training 
needs and 
support 
(facilitators)  
12 12 Direct 
2 Indirect  
4 14  Moderate  
    Overall 
assessment 
of confidence 
Moderate  
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Table 5. Concepts extracted from included evidence and third order themes derived during meta-synthesis  
 
Third order interpretations Second order interpretations  Key supporting evidence  
1. Attitudes to sexual wellbeing 
discussion in practice (barriers) 
[n=3] 
- Myths and assumptions around age, gender, 
partner status 
- Social values 
- Cultural norms 
31,32,35,38,41*,48* 
2. Patient factors (barriers)  [n=14] - Sensitivity of topic 
- Role of patient’s partner (relationships) 
- Differences in age, gender, sexuality impacting 
discussions around sexual issues   
- Recognition of possible change in sexual function 
and wellbeing due to illness 
- Condition specific needs  
- Influence of phase of care 
- Sexual wellbeing and function not seen as a 
priority  
- Uncertainty over initiating conversations 
(professional role) 
- Uncertainty over initiating conversations (setting) 
- Issues around body image and identity  
- Sexual activity being discouraged  
- Cultural norms and values of patients  
- Expectations and hopes  
- Patient information needs  
31,33,36,38,52*,53* 
3. Organizational and professional 
factors (barriers) [n=17] 
- Lack of time in the clinical setting 
- Sensitivity of topic  
- Lack of support options to offer patients  
- Lack of area knowledge   
- Different communication style or approach  
- Uncertainty over initiating conversations 
(professional role) 
- Unclear referral and support options 
- Focus on biomedical approaches and sexual 
function  
- Lack of confidence in area   
- Wishing to not become involved in complex issues 
around patient’s relationships  
- Unmet patient needs 
- Lack of practical resources  
33,35,36,38,39,44*,45*,48*,49,56*,58* 
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- Lack of continuity of care 
- Unclear professional roles  
- Uncertainty around method of delivery of support 
(group or 1-to-1 settings) 
- Location, setting and timing to discuss sexual 
wellbeing  
- Influence of staff gender  
4. Overcoming barriers and using 
tools (facilitators) [n=4] 
- Interdisciplinary communication and support 
including referral routes  
- Use of active listening 
- Provision of brief, limited information to normalise 
sexual wellbeing discussion  
- Use of brief, tools or systems to integrate sexual 
wellbeing into holistic care   
33,34,36,38,43*,52* 
5. Training needs and support 
(facilitators) [n=4] 
- Use and training in models of sexual care 
assessment and support  
- Use of peer mentoring or support 
- Introduction into undergraduate and post-
graduate education  
- Training in communication skills  
38,40,41,45*,43*,57* 
* Derived from quantitative evidence  
 
 
 
 
 
 
 
 
 
 
